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doi:10.1016/j.jmu.2011.05.003An unmarried, but not a virgin, woman aged 28 years, suffered from menorrhagia for a few
months. She was diagnosed by several gynecologists and sonologists to be suffering from hyda-
tidiform mole. She was diagnosed as a case of hydatid cyst in uterus only by ultrasound scan.
There was a 12-cm-diameter cyst inside the uterus with innumerous daughter cysts.
Echinococcus antibody test was performed, which confirmed the diagnosis of hydatid cyst.
Serum b-human chorionic gonadotrophin was done, and the result was negative. Computed
tomography scan of the whole body did not detect any other cyst. A rare case of primary
and solitary hydatid cyst in the uterus is reported here, which was diagnosed preoperatively
by ultrasonography. Symptoms are often absent, and in many cases, it is detected incidentally,
but in this instance, the patient suffered from menorrhagia. A team of surgeons and gynecol-
ogists first drained the fluid and then removed the cyst wall. The location of hydatid cyst in the
genital tract is rare, and its presence in the uterus is extremely rare. A careful sonographic
examination of the pelvic masses should be carried out to avoid wrong diagnosis as accurate
preoperative detection is very essential for the patient’s well-being.
ª 2011, Elsevier Taiwan LLC and the Chinese Taipei Society of Ultrasound in Medicine.
Open access under CC BY-NC-ND license.Case Report
An unmarried 28-year-old woman presented to the gyne-
cologist with a complaint of regular but heavy periods for. Sabrina Quddus Rashid,
, University of Science and
Cantonment, Dhaka 1206,
o.com.
C and the Chinese Taipei Societythe last 6 months. She was given 2 L of blood transfusion
for the subsequent anemia. She did not complain of painful
periods. Before these past 6 months, her menstruations
were normal.
She consulted several gynecologists and had several
ultrasound scans in different laboratories. All the gynecol-
ogists and sonologists diagnosed it as a case of hydatidiform
mole. However, she insisted that she was unmarried.
Then she was referred to our laboratory. On trans-
abdominal ultrasound scan with a 3.5-MHz transducer, theof Ultrasound in Medicine. Open access under CC BY-NC-ND license.
Fig. 2. Uterus with a large hydatid cyst with daughter cysts
inside it, after medical treatment, scanned with a 5-MHz
transducer transabdominally.
58 S.Q. Rashiduterus was found enlarged with an anterioreposterior
diameter of 98 mm. In the uterus, an 84 79-mm-diameter
well-defined cyst was found with multiple small cysts inside
it. The cervix was of 22 mm in diameter. The ovaries were
hidden by the much enlarged uterus. However, there was
no adnexal cyst (Fig. 1).
The patient did not give consent for transvaginal ultra-
sound scan as she was unmarried. However, on further
enquiry, she admitted that she had sexual experience but
was using condom; hence, there was no chance of preg-
nancy. Her urine pregnancy test was negative. She had an
eosinophil count of 20% for which the gynecologist had
given her antihelminthic treatment, as helminthic infection
is very common in this part of the world. In her last ultra-
sound scan in this laboratory, the diagnosis of hydatid cyst
in the uterus was made, with the differential diagnosis of
hydatidiform mole or fibroid with cystic degenerative
change. Fig. 1 shows the hydatid cyst in the uterine body.
On Doppler evaluation, the walls and septae of the cyst
showed very poor vascularity. The gynecologist did not
believe in the diagnosis of hydatid cyst and sent her for
a b-human chorionic gonadotrophin (hCG) test. The test
was negative. Then her case was examined by a board of
doctors in a postgraduate institute. They asked for an
Echinococcus antibody test, which was positive. The
medical specialist agreed with this ultrasound report and
asked for a computed tomography (CT) scan of the whole
body, to detect any other site of the hydatid cyst. CT scan
also reported the case as hydatidiform mole in the uterus.
No cyst was found in any other part of the body. Magnetic
resonance imaging detected a multiloculated cyst in the
uterine body.
This was, therefore, a most unusual case of primary and
solitary hydatid cyst in the uterus diagnosed by ultrasound
scan, preoperatively. She was given oral albendazole,
400 mg twice a day. After 1 month of treatment, the ultra-
sound scan was repeated but the cyst was found to be of
105 85-mm diameter, and the uterine anterioreposterior
diameter was 101 mm. The cervix was of 28-mm diameter
now. The cyst and the daughter cysts had increased in size.
The biggest daughter cyst was of 54 32-mm diameter. TheFig. 1. Uterus with multiloculated cystic mass, diagnosed as
a hydatid cyst, scanned with a 3.5-MHz transducer
transabdominally.patient was also scanned with a 5-MHz transducer trans-
abdominally. Figs. 2 and 3 show the hydatid cyst in the
uterus after taking oral albendazole for 1 month. Then she
was given oral nitazoxanide 500 mg twice daily for 3 weeks.
She took the medication on advice of the gynecologist to
decrease the size of the cyst before the operation.
However, her uterus was 108 mm in anterioreposterior
diameter, and the cyst was 116 90 mm in diameter. The
biggest daughter cyst was now 69 33 mm in diameter. The
endometrium was not visualized, and the thickness of
uterine wall was uniform all around the cyst. This time, the
cyst had slightly increased in size. Ovaries were hidden, but
there was no cystic mass.
The board of specialists decided to operate. A team of
surgeons and gynecologists performed the operation.
A midline incision was given in the lower abdomen. The
uterus was opened with a vertical incision, and a net-like
cyst was found in the endometrial cavity. Five hundred
milliliters of fluid was drawn out of it, and then, the
collapsed cyst wall was removed with a sponge holding
forceps, as much as possible. Then hypertonic saline was
introduced in the cavity, and the uterus was closed inFig. 3. Uterus with hydatid cyst after albendazole shows the
biggest daughter cyst, scanned with a 5-MHz transducer
transabdominally.
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ous patient, so that any remnant would pass out. Her
eosinophilia decreased after operation, and her periods
also became normal, as before.Discussion
In this case, the hydatid cyst primarily developed in the
uterus, and no other organ was secondarily involved. On
transabdominal ultrasound scan with 3.5-MHz and 5-MHz
transducers, the uterus was found enlarged with an ante-
rioreposterior diameter of 98 mm. In the uterus, an
84 79-mm-diameter well-defined cystic mass was found
with innumerous small cysts or septae inside it. The endo-
metrium could not be outlined. Myometrium was thinner
and surrounded the cystic mass all around it. The cervix was
of 22 mm in diameter. The ovaries could not be outlined by
transabdominal scan. Transvaginal scan was not permitted
by the patient. Nevertheless, no adnexal cyst was detected
(Fig. 1).
Echinococcus (hydatid) cyst is the larval stage of the dog
tapeworm, Echinococcus granulosus. This parasite has
a worldwide distribution. It is most prevalent in sheep- and
cattle-raising countries. Bangladesh is not a sheep- but
a cattle-raising country. Human infection occurs from
ingestion of material contaminated with dog (definitive
host) feces containing tapeworm eggs, which hatch in the
intestine; the larval embryos then penetrate the bowel wall
and disseminate through the blood stream. The larvae may
come to rest and develop into hydatid cysts in any part of
the body, but the liver (70%) and lungs (20%) are most
commonly affected. Most of the embryos remain trapped in
the liver, although the lungs, kidneys, spleen, central
nervous system, and bone may become secondarily
involved [1]. Hydatid cysts are usually solitary but may be
multiple too. In the present case, it was solitary, in the
uterus only. They usually grow slowly and occasionally
reach 15 cm or more in diameter. In this case, it reached
12 cm in diameter.
Sonographic features of hepatic hydatid disease
proposed are as follows [2]: simple cysts containing no
internal architecture except sand, cysts with detached
endocyst secondary to rupture, cysts with daughter cysts,
matrix (echogenic material between the daughter cysts) or
both, and densely calcified masses. In the case presented
here, it was a cyst with daughter cysts inside it.
All hydatid cysts should be removed surgically if the
patient’s general condition permits. In this case too, it was
surgically removed. Surgery is accepted as the treatment of
choice in echinococcal disease, although recent reports
describe success with percutaneous drainage [3,4]. The
preoperative diagnosis of hydatid cyst is extremely impor-
tant because rupture of an unsuspected cyst at operation
may result in anaphylactic shock or in spillage of Echino-
coccus scolices into the peritoneum or wound with subse-
quent secondary cyst formation. In the present case, it was
preoperatively diagnosed. Preoperative diagnosis is rare in
this location.
Medical treatment is an alternative. Ultrasound has been
used to monitor the course of medical therapy in patients
with abdominal hydatid disease [5]. In this case also, thecyst was followed by ultrasound to monitor the course of
the initial medical therapy.
Changes noted in the resolution of the disease were
a gradual reduction in cyst size (43%), membrane detach-
ment (30%), progressive increase in echogenicity of the cyst
cavity (12%), and wall calcification (6%). No change was
identified in 26% of the patients [4]. In this case, no change
was found in the architecture of the cyst after medical
therapy.
This was a case of primary and solitary hydatid cyst in
the uterus, as CT scan did not detect any other cyst in the
body. In Bangladesh, hydatid cyst is found sporadically and
mostly in the liver. No case in the uterus has been reported
so far in Bangladesh.
Symptoms are often absent, and in many cases, it is
detected incidentally [6], but in this instance, the patient
suffered from menorrhagia. Genital organs are secondary
occupation sites for this parasite [7], but in this case,
uterus was the primary and solitary site. In another case
reported from a region where hydatid disease is common,
ultrasonogram showed a cystic swelling possibly arising
from right adnexa. It was diagnosed postoperatively as
hydatid cyst of the uterus [8]. Few more instances have
been found in literature [9,10]. Hydatidiform mole, missed
abortion with hydrophic degeneration, and fibroid uterus
with cystic degeneration are the differential diagnoses of
this case of hydatid cyst in the uterus.
In hydatidiform mole, numerous small, cystic, fluid-
containing spaces are scattered throughout the soft tissue
mass filling the uterine cavity. Doppler evaluation of
trophoblastic tissue reveals a low-impedence, high-flow
state. The incidence of theca lutein cysts in trophoblastic
disease is 20e50%. Then there is markedly elevated level of
serum b-hCG [11]. On Doppler evaluation of this case, the
walls and septae of the cyst showed very poor vascularity.
There was no ovarian cyst here, and her serum b-hCG was
negative. She had esonophilia.
Missed abortion with hydrophic degeneration may look
the same, but low serum b-hCG level and low-flow, higher
impedence on Doppler evaluation will exclude it [11].
Leiomyomas with cystic degeneration will have similar
Doppler state, and it will be highly attenuating [11].Conclusion
This is a rare case of primary and solitary hydatid cyst in
the uterus, which was diagnosed preoperatively by
ultrasonography.
The location of hydatid cyst in the genital tract is rare,
and its presence in the uterus is extremely rare. A careful
sonographic examination of the pelvic masses should be
carried out to avoid wrong diagnosis as accurate preoper-
ative detection is very essential for the patient’s well-
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